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Movement rehabilitation by means of physical therapy represents an essential tool in the 
management of gait disturbances induced by Parkinson’s disease (PD). In this context, 
the use of rhythmic auditory stimulation (RAS) has been proven useful in improving several 
spatio-temporal parameters, but concerning its effect on gait patterns, scarce information 
is available from a kinematic viewpoint. In this study, we used three-dimensional gait 
analysis based on optoelectronic stereophotogrammetry to investigate the effects of 
5 weeks of supervised rehabilitation, which included gait training integrated with RAS on 
26 individuals affected by PD (age 70.4 ± 11.1, Hoehn and Yahr 1–3). Gait kinematics was 
assessed before and at the end of the rehabilitation period and after a 3-month follow-up, 
using concise measures (Gait Profile Score and Gait Variable Score, GPS and GVS, 
respectively), which are able to describe the deviation from a physiologic gait pattern. The 
results confirm the effectiveness of gait training assisted by RAS in increasing speed and 
stride length, in regularizing cadence and correctly reweighting swing/stance phase dura-
tion. Moreover, an overall improvement of gait quality was observed, as demonstrated by 
the significant reduction of the GPS value, which was created mainly through significant 
decreases in the GVS score associated with the hip flexion–extension movement. Future 
research should focus on investigating kinematic details to better understand the mecha-
nisms underlying gait disturbances in people with PD and the effects of RAS, with the aim 
of finding new or improving current rehabilitative treatments.
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inTrODUcTiOn
Parkinson’s disease (PD) is a neurodegenerative disorder traditionally attributed to the progressive 
degeneration of dopaminergic neurons in the substantia nigra and, more recently, of other non-
dopaminergic systems of basal ganglia and of other regions of the central nervous system (1–3). 
Although PD patients report both motor and non-motor symptoms, the former (tremor, rigidity, 
bradykinesia, postural instability, and gait disturbance) have a huge impact on daily activities and 
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may severely reduce the patients’ quality of life. In particular, the 
management of gait disorders, which are frequently encountered 
in PD, is of crucial importance because, as the disease progresses, 
they result in immobility (which causes loss of independence) 
and risk of falling (4).
Individuals with PD typically exhibit a gait pattern character-
ized by short stride length, increased cadence, and reduced veloc-
ity (5), which tends to further deteriorate with the progression 
of the disease (6). For this reason, pharmacological therapies 
are not sufficient to adequately deal with gait impairments and 
physical therapy is essential to cope with the deterioration in 
motor functions. Within the physical therapy domain, in the 
mid-1990s the efficacy of a therapy associated with rhythmic 
sounds, called Rhythmic Auditory Stimulation (RAS) (7), proved 
to be successful.
The rationale underpinning the effectiveness of RAS interven-
tions lies in the origin of the gait disturbance in PD. The simulta-
neous activation and relaxation of many muscles in a coordinated 
way with very high temporal precision is necessary to perform 
a fluent gait. In healthy humans, this process is generally per-
formed automatically. In PD patients, the cognitive mechanisms 
responsible for automatically processing the temporal coordina-
tion of movements – which typically involve basal ganglia – are 
somehow impaired (8, 9). Indeed, empirical evidence suggests 
that the “internal clock” that regulates both perceptual and motor 
processes is affected by PD (10, 11). As a consequence, patients 
affected by PD generally perform poorly in cognitive tasks involv-
ing temporal processing and in the execution of automatic cycling 
movements, such as walking. To cope with this impairment, 
interventions based on RAS provide patients with an auditory 
temporal guidance, which facilitates the regulation of their move-
ments while walking (12).
In one of the first studies of RAS by Thaut and colleagues 
(7), the researchers randomly assigned patients to one of 
three conditions: RAS training, internally self-paced training 
and no training. Even though the analysis of spatio-temporal 
parameters revealed improvements in both training conditions, 
the patients assigned to the RAS condition had significantly 
better results in gait velocity, stride length, and step cadence 
compared to the other two conditions. In the subsequent years, 
researchers manipulated important parameters of the original 
training protocol [for recent reviews, see Ref. (9, 12, 13)]. For 
instance, some studies investigated the immediate effects of 
RAS in real-time imitation tasks [e.g., Ref. (14, 15)], while 
other studies manipulated the duration of the training program 
(i.e., number of weeks, number of sessions, duration of each 
session), the stimuli (i.e., tempo and type of sounds), and 
exercises [e.g., Ref. (8, 16–23)]. Overall, the majority of these 
studies confirmed the efficacy of rehabilitation accompanied 
by RAS, in particular in terms of spatio-temporal parameters 
of gait (18, 19, 22, 24–26).
It is noteworthy that the effects of RAS on gait patterns of 
people with PD were usually assessed by analyzing changes that 
occurred within spatio-temporal parameters, such as velocity, 
cadence, and stride length (9), while other important aspects, 
such as kinematic parameters (i.e., joint angular displacements 
at ankle, knee, hip, and pelvis districts) remained mostly 
unexplored. The only exception is represented by the study 
carried out by Picelli et  al. (27) who investigated the effects of 
cued walking at different cadences on spatio-temporal and kin-
ematic parameters of gait, finding that auditory cues are able to 
improve gait through modifications of motor strategies. The fact 
that kinematics has been rarely investigated is quite surprising, 
considering that previous studies recognized the importance of 
investigating the kinematic profiles of gait patterns in people 
with PD (28). In fact, this analysis allows the identification of a 
number of distinctive features (i.e., flat foot contact, reductions in 
the range of hip extension in mid-stance, knee flexion in swing, 
and plantarflexion at toe push-off) (28) which are crucial when 
the effects of neurosurgical, pharmacological, and rehabilitative 
treatments must be assessed (13).
The literature reports few attempts to investigate the effective-
ness of rehabilitative treatments integrated with RAS through 
kinematic analysis of gait in other kinds of neurological diseases, 
such as stroke or cerebral palsy (29–31). In particular, two studies 
(30, 31) assess the overall deviation from a physiologic gait pat-
tern from a kinematic point of view using the gait deviation index 
(GDI), a multivariate measure of overall gait pathology based on 
a set of features extracted from kinematic data (32). In both cases, 
RAS was found to have a beneficial effect on kinematic as well as 
on spatio-temporal gait patterns.
Thus, on the basis of the aforementioned considerations, this 
study aimed to assess the effect on gait patterns of 5  weeks of 
rehabilitative treatment that included gait training assisted by 
RAS. We hypothesized that a rehabilitative protocol integrated 
with RAS would improve not only the spatio-temporal param-
eters of gait, but also the kinematics. Moreover, to investigate the 
possible persistence of training effects, we performed a follow-up 
assessment 3 months after the end of the treatment.
MaTerials anD MeThODs
Participants
In the period from October 2014 to March 2015, 50 outpatients 
with PD admitted to the G. Brotzu General Hospital (Cagliari, 
Italy) for rehabilitation treatment were informed about the study. 
Assessment was carried out by a neurologist (Giovanni Cossu) 
experienced in PD, when patients were in “ON” state 60–90 min 
after intake of the usual morning l-DOPA dose. All screened 
patients met the PD UK Brain Bank criteria (33). The inclusion 
criteria for the study were as follows: ability to walk indepen-
dently with no assistance; hearing capacity sufficient to perceive 
the auditory cues; absence of significant cognitive impairment 
(e.g., Mini-Mental Status Examination (MMSE) >  24; Frontal 
Assessment Battery (FAB)  >  13); absence of psychiatric or 
severe systemic illnesses; mild-to-moderate disability assessed 
by means of the modified Hoehn and Yahr (H&Y) staging scale 
(1 ≤ H&Y ≤ 3). Patients were excluded if they were engaged in 
any training or rehabilitative program in the 3 months prior to the 
beginning of the study. At the time of enrollment, all participants 
were treated with l-DOPA and five of them were also taking 
dopamine agonists.
After the medical examination and an interview to establish 
the motivation level of potential participants, 31 individuals 
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were included and scheduled for the treatment. The local eth-
ics committee approved the study and all participants signed 
an informed consent form after a detailed explanation of the 
purposes of the study and of the methodology used for the 
experimental tests.
rehabilitation Protocol
Participants performed 5 weeks of supervised rehabilitative treat-
ment (articulated in 2 × 45-min sessions/week) as outpatients at 
the hospital’s Physical Medicine and Rehabilitation Department. 
Each of them was supervised by a physical medicine specialist 
(Carlo Casula) and individually assisted in the training by a 
certified physical therapist. The typical training session included 
a set of exercises aimed to enhance mobility, balance, and posture 
as well as specific gait training (see Appendix A for details). In 
particular, 20 min of each session were dedicated to continuous 
level walking, while participants equipped with a portable MP3 
player and headphones listened to the auditory cues (RAS). 
During this period, participants were also instructed to perform 
at their homes (at least three times a week) a subset of the same 
exercises as used at the hospital, including 30 min of gait with 
RAS. Patients were provided with a diary in which they self-
reported both the duration and type of activities performed at 
home. The diary was monitored by the physical therapists twice 
a week.
The RAS consisted of auditory beats whose pace (beats per 
minute – bpm) was personalized for each participant on the 
basis of the first gait assessment performed before the beginning 
of the study. The pace, that reflects on imposed gait cadence 
during the training, was set on the basis of the difference 
between the cadence of each patient and of healthy individuals 
of the same age range as reported in previous studies (34, 35). 
In particular, for participants whose cadence at the beginning 
of the study was:
(a) below normality, the RAS pace was set at a value of 10% 
higher than one’s own cadence (e.g., if normality was 100 
steps/min and the patient’s cadence was 80, the stimulus was 
set at 88 bpm);
(b) below, but close to normality (less than 10% difference), the 
RAS pace was set at normality values (e.g., if normality was 
100 steps/min and the patient’s cadence was 95, the stimulus 
was set at 100 bpm);
(c) above normality, the RAS pace was set at values equal to one’s 
own cadence (e.g., if normality was 100 steps/min and the 
patient’s cadence was 105, the stimulus was set at 105 bpm). 
In any case, stimuli could not exceed 130 bpm.
At the end of the 5 weeks of supervised training, participants 
were instructed to perform, on a daily basis, the same exercises at 
home for the subsequent 12 weeks. They were invited to perform 
30 min of exercises 5 days a week. This training was completely 
unsupervised. After this period, they were called to the labora-
tory for the follow-up assessment. In the follow-up, patients were 
interviewed by a physical medicine specialist and in general they 
confirmed their adherence to the training program during the 
unsupervised period.
Measurement of spatio-Temporal and 
Kinematic gait Parameters
The acquisition of both spatio-temporal and kinematic gait 
parameters was performed at the Laboratory of Biomechanics 
and Industrial Ergonomics of the University of Cagliari (Italy) 
before the beginning of the study (T0), after its conclusion 
(+5 weeks, T5) and after 3 months follow-up (+17 weeks, T17) 
using an optoelectronic system composed of eight infrared 
Smart-D cameras (BTS Bioengineering, Italy) set at a frequency 
of 120  Hz. After anthropometric data collection, 22 spherical 
retroreflective passive markers (14 mm in diameter) were placed 
on the skin of the individual’s lower limbs and trunk at specific 
landmarks, following the protocol described by Davis et al. (36). 
Participants were then asked to walk barefoot at a self-selected 
comfortable speed in the most natural manner possible on a 
10-m walkway for at least six times, allowing suitable rest times 
between the trials. The raw data were then processed with the 
Smart Analyzer (BTS Bioengineering, Italy) dedicated software 
to calculate:
•	 seven spatio-temporal parameters (gait speed and cadence, 
step length, step width, stance, swing, and double support 
phase duration expressed as percentage of the gait cycle);
•	 nine kinematic parameters, namely pelvic tilt, rotation and 
obliquity, hip flexion–extension, adduction–abduction and 
rotation, knee flexion–extension, ankle dorsi–plantarflexion, 
and foot progression (i.e., the angle between the axis of the 
foot and the walking direction);
•	 dynamic range of motion (ROM) for hip and knee flexion–
extension and ankle dorsi–plantarflexion calculated during 
the whole gait cycle as the difference between the maximum 
and minimum value of each angle recorded during a trial.
Kinematic data were summarized using the Gait Variable 
Score (GVS) and the Gait Profile Score (GPS). These concise 
measures of gait quality were recently proposed by Baker 
et  al. (37) as a simplification of the GDI approach previously 
formulated by Schwartz and Rozumalski (32): in fact, using GPS 
instead of GDI has some advantages, such as the reduced set of 
parameters considered (9 vs. 15) and the fact that GPS can be 
decomposed into individual joint and plane scores (GVS). This 
approach was found effective in characterizing gait alterations in 
individuals with PD (38, 39) as well as in those affected by other 
neurological and non-neurological diseases, thus demonstrating 
general validity and a broad spectrum of applications (40–42). 
Specifically, the GVS represents the root mean square (RMS) dif-
ference between the tested subject’s curve for a certain movement 
(e.g., knee flexion–extension) and a reference curve calculated as 
the mean value of tests performed on the unaffected subjects. 
The GPS combines the nine GVS values in a single score, which 
indicates the degree of deviation from a hypothetical “normal” 
gait (i.e., the larger the GPS, the less physiological the gait pat-
tern); values for healthy individuals lie in the range of 5–6° (41). 
In the case of the present study, the reference data were obtained 
from a database of healthy individuals, of the same age range 
of the subjects here tested, available from the Smart Analyzer 
software.
Table 3 | cadence values for each participant before and after rehabilitative 
treatment.
Participant  
#
age reference 
cadence 
(bpm,  
34, 35)
imposed 
cadence 
(bpm)
cadence 
at T0
cadence 
at T5
cadence 
at T17
1 68.6 117 117 117 124 125
2 81.5 103 106 106 114 114
3 75.0 115 126 126 126 127
4 79.4 115 110 100 119 146
5 48.6 121 96 87 127 131
6 56.0 122 123 124 121 126
7 79.5 110 110 105 103 91
8 54.2 122 118 107 122 119
9 67.3 117 117 111 114 110
10 67.0 117 117 109 116 110
11 66.3 117 130 131 130 125
12 71.2 115 130 141 132 130
13 79.4 103 103 97 115 120
14 79.9 103 103 95 116 113
15 71.0 122 122 118 120 121
16 74.0 115 130 130 138 133
17 75.1 115 112 101 115 113
18 76.8 115 124 124 131 128
19 65.8 117 123 123 131 125
20 79.9 103 118 118 121 122
21 69.2 117 114 104 97 88
22 75.2 115 125 125 128 124
23 71.9 122 122 119 125 125
24 69.8 115 130 132 130 136
25 52.5 118 113 103 107 116
26 75.8 122 123 123 122 119
Table 2 | comparison between spatio-temporal parameters assessed 
before and after rehabilitation.
spatio-temporal gait parameters
T0 T5 T17 Time 
p-value
Step length (m) 0.50 ± 0.11 0.56 ± 0.10a 0.60 ± 0.10a,b <0.001
Gait speed (m/s) 1.05 ± 0.26 1.16 ± 0.26a 1.21 ± 0.26a <0.001
Cadence  
(steps/min)
114.56 ± 13.35 120.83 ± 9.38a 120.58 ± 12.29a 0.024
Step width (m) 0.17 ± 0.03 0.18 ± 0.03 0.20 ± 0.05a,b <0.001
Stance phase (% 
of the gait cycle)
61.07 ± 2.75 59.41 ± 3.07a 60.13 ± 1.96 0.002
Swing phase (% of 
the gait cycle)
38.72 ± 2.56 40.30 ± 2.45a 39.85 ± 1.97a 0.004
Double support (% 
of the gait cycle)
11.65 ± 2.62 10.21 ± 2.07a 10.20 ± 1.97a 0.002
Values are expressed as mean ± SD.
T0, baseline; T5, after 5 weeks of supervised rehabilitation; T17, 3-months’ follow-up.
adenotes statistical significance with respect to baseline.
bdenotes statistical significance with respect to T5.
Table 1 | Main features of the 26 participants.
Parameter Value
Age (years) 70.4 ± 9.0
PD duration (years) 7.5 ± 5.4
Hoehn and Yahr (H&Y) 1 ≤ H&Y ≤ 3
Unified Parkinson’s disease rating scale (UPDRS III) 27.3 ± 9.5
Mini-mental status examination (MMSE) 28.7 ± 1.9
Frontal assessment battery (FAB) 16.9 ± 1.4
Values are expressed as mean ± SD.
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statistical analysis
Spatio-temporal and kinematic variables of gait were assessed 
before treatment with RAS (T0), at the end of treatment, i.e., 
5  weeks after the baseline (T5), and 3  months after the end of 
treatment, i.e., 17 weeks after the baseline (T17). When different 
measures were available for the left and right limbs, a preliminary 
t-test was carried out to assess possible differences between them. 
Given that no significant differences were found for any of the 
investigated parameters, the mean value calculated across the two 
limbs was considered representative of each participant and was 
used for the subsequent analyses.
The independent variable was time (T0, T5, T17) and the 
dependent variables were the nine GVS scores plus the GPS 
index, the dynamic ROM of hip, knee and ankle joints in the sag-
ittal plane, and the seven spatio-temporal parameters previously 
listed. To evaluate possible differences in the dependent variables 
across time, a set of repeated-measures analyses of variance (RM 
ANOVAs) was applied. When the sphericity assumption (calcu-
lated with the Mauchly’s test) was violated, data were corrected 
with the Greenhouse–Geisser formula. When the normality 
distribution assumption (calculated with the Shapiro–Wilk’s 
test) was violated, Friedman’s test instead of the RM ANOVA was 
used. When the omnibus values of RM ANOVAs and Friedman’s 
tests were significant, the contrasts using the paired-samples 
t-test and the Wilcoxon’s test, respectively, were calculated. The 
alpha level was set at 0.05 for the omnibus tests and was adjusted 
with the Bonferroni formula for the contrasts (0.05/3 compari-
sons = 0.017). The analyses were performed using the IBM SPSS 
Statistics v.20 software (IBM, Armonk, NY, USA).
resUlTs
Of the 31 patients who entered the study, 26 (20 males, 6 females) 
completed the training program and underwent the three gait 
assessments. Five participants were forced to leave the study 
due to musculoskeletal injuries (not related to the rehabilitative 
program, four cases) or chemotherapy (one case). The main 
anthropometric and clinical features of the 26 participants are 
given in Table 1.
The effects of the physical therapy with RAS across time are 
separately reported for spatio-temporal and kinematic variables.
spatio-Temporal Parameters
The spatio-temporal parameters calculated for the three experi-
mental conditions are shown in Table 2, while Table 3 provides 
the details of the cadence values for each participant at the 
baseline and after the rehabilitative treatment. Figure  1 shows 
the values of the spatio-temporal parameters of the participants 
compared with those calculated for an age- and gender-matched 
group of healthy individuals tested in the same laboratory.
FigUre 1 | spatial–temporal parameters of the participants with PD. Gray lines indicate the reference values calculated for a sample of healthy individuals. 
Error bars indicate SD.
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All parameters revealed a significant omnibus value for time: 
gait speed [F(2, 50) =  8.402; p <  0.001; η2 =  0.252]; cadence 
[χ2(2) = 7.462; p < 0.05; W = 0.143], step width [χ2(2) = 20.356; 
p < 0.001; W = 0.391], step length [F(2, 50) = 20.775; p < 0.001; 
η2 =  0.454], and percentage of swing phase [F(2, 50) =  6.171; 
p < 0.005; η2 = 0.198], double support phase [F(2, 50) = 7.370; 
p < 0.005; η2 = 0.228], and stance phase [χ2(2) = 13.000; p < 0.005; 
W = 0.250]. Thus, we were able to calculate the contrasts for all 
variables.
The contrasts revealed augmented gait speed [t(25) = 2.839; 
p < 0.005; d = 0.433], cadence (Z = 2.845; p < 0.005; r = 0.394), and 
percentage of swing phase [t(25) = 3.172; p < 0.005; d = 0.628], 
and reduced percentage of double support phase [t(25) = 3.206; 
p <  0.005; d =  0.604] between T0 and T5. Moreover, the data 
showed that these improvements were kept constant between T5 
and T17, and in T17 were still significantly different from T0: gait 
speed [t(25) = 3.580; p < 0.001; d = 0.591], cadence (Z = 2.222; 
p < 0.05; r = 0.308), percentage of swing phase [t(25) = 2.505; 
p <  0.01; d =  0.483], and percentage of double support phase 
[t(25) = 2.967; p < 0.005; d = 0.618].
As for the percentage of the stance phase, we found a pattern 
of results similar to that of previous analyses, with significant 
improvements between T0 and T5 (Z = 2.502; p < 0.01; r = 0.347) 
and no difference between T5 and T17. However, in this case, the 
Table 4 | comparison between kinematic parameters of gait assessed 
before and after rehabilitation.
Kinematic gait parameters
T0 T5 T17 Time 
p-value
GPS (°) 8.48 ± 2.28 8.77 ± 2.67 7.59 ± 1.72a,b 0.013
GVS 
(°)
Pelvic tilt 6.66 ± 4.47 6.60 ± 5.41 5.06 ± 4.01 0.112
Pelvic rotation 3.49 ± 1.29 3.91 ± 1.17 3.73 ± 1.14 0.405
Pelvic obliquity 2.98 ± 1.31 3.10 ± 1.21 2.84 ± 1.03 0.621
Hip flexion– 
extension
14.59 ± 7.74 12.36 ± 9.06 8.56 ± 4.84a,b 0.006
Hip abduction–
adduction
3.79 ± 1.12 4.16 ± 1.16 3.80 ± 1.21 0.425
Hip rotation 9.56 ± 4.34 10.71 ± 4.22 9.80 ± 3.38 0.607
Knee flexion– 
extension
11.25 ± 2.76 11.77 ± 4.85 10.57 ± 3.65 0.354
Ankle dorsi– 
plantarflexion
5.10 ± 1.10 5.63 ± 1.73 6.40 ± 2.13a 0.013
Foot progression 7.75 ± 4.98 6.46 ± 2.91 7.63 ± 3.39 0.347
Values are expressed as mean ± SD.
T0, baseline; T5, after 5 weeks of supervised rehabilitation; T17, 3-months’ follow-up.
adenotes statistical significance with respect to baseline.
bdenotes statistical significance with respect to T5.
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difference between T0 and T17 (Z = 2.007; p < 0.05; r = 0.278) was 
no longer significant after the Bonferroni correction. Conversely, 
we found that step length significantly improved between T0 and 
T5 [t(25) = 3.423; p < 0.001; d = 0.573], and had still improved 
in T17, both compared to T0 [t(25) = 6.634; p < 0.001; d = 0.871] 
and T5 [t(25) = 2.805; p < 0.005; d = 0.333]. Finally, we also found 
higher values in T17 compared to both T0 (Z = 3.672; p < 0.001; 
r = 0.509) and T5 (Z = 3.213; p < 0.001; r = 0.445) for step width. 
However, in this case, the difference between T0 and T5 did not 
reach a significant value (p < 0.09).
Kinematic Parameters
Kinematic changes due to physical therapy with RAS were evalu-
ated through the GPS, GVS, and dynamic ROM values.
GPS and GVS Values
Higher GVS values indicate a large deviation from physiologic 
conditions for a specific movement of the nine previously listed; 
the GPS combines all the nine GVSs in a single value to sum-
marize with a single value the overall quality of the gait pattern. 
The GPS and GVS scores calculated for the three experimental 
conditions are shown in Table 4, while Figure 2 shows the GVS 
calculated in the sagittal plane for hip, knee, and ankle joints 
and the GPS values compared with those calculated for healthy 
individuals of the same age range.
A significant omnibus value was found for the GPS 
[χ2(2) =  8.615; p <  0.05; W =  0.166] and GVS of hip flexion–
extension [χ2(2)  =  10.272; p  <  0.01; W  =  0.198] and ankle 
dorsi–plantarflexion [F(2, 50) = 4.759; p < 0.05; η2 = 0.160]. The 
contrasts revealed lower GPS scores in T17 compared to both 
T0 (Z = 2.109; p < 0.05; r = 0.292) and T5 (Z = 2.502; p < 0.01; 
r = 0.347). Similarly, the GVS of hip flexion–extension was lower 
in T17 compared to both T0 (Z = 3.565; p < 0.001; r = 0.494) and 
T5 (Z = 2.299; p < 0.05; r = 0.330). In this case, the difference 
between T0 and T5 appeared to be significant (Z = 1.740; p < 0.05; 
r =  0.241), but this value was no longer significant after the 
Bonferroni correction. Finally, it was found that the GVS of ankle 
dorsi–plantarflexion in T17 was higher than in T0 [t(25) = 2.726; 
p < 0.05; d = 0.746].
Dynamic ROM
Differently from GVSs, higher ROM values indicate a better 
functionality of a certain articular joint. The ROM calculated 
for the three experimental conditions are shown in Table 5. The 
omnibus analyses revealed significant values for ROM of knee 
flexion–extension [χ2(2) =  13.000; p <  0.005; W =  0.250] and 
ROM of hip flexion–extension [F(1.2, 30.2) = 20.058; p < 0.001; 
η2 = 0.445]. The values for ROM of knee flexion–extension signifi-
cantly improved from T0 to T5 (Z = 3.048; p < 0.001; r = 0.423), 
remained stable between T5 and T17, and were still significant 
at T17 compared to T0 (Z = 3.213; p < 0.001; r = 0.446). The 
hip flexion–extension ROM significantly improved from T0 to T5 
[t(25) = 3.943; p < 0.001; d = 0.498]. In T17, the values were sig-
nificantly higher compared to both T0 [t(25) = 5.209; p < 0.001; 
d = 0.620] and T5 [t(25) = 2.622; p < 0.01; d = 0.132].
DiscUssiOn
The main goal of the present study was to assess the effectiveness 
of 5 weeks of rehabilitative treatment that included gait training 
assisted by RAS. The major novelty of the research is represented 
by the use of state-of-the-art technologies for quantitative human 
movement analysis to verify possible changes introduced by the 
treatment in the gait patterns of tested participants, especially 
in terms of kinematics. We also aimed to verify, after a 3-month 
follow-up, whether the positive effects of the training were main-
tained or not.
Our results confirm previous reports as regards the positive 
effects of RAS on spatio-temporal parameters of gait, whose 
results all (except step width) significantly improved at the end 
of the supervised treatment. In particular, in four cases out of 
seven (i.e., step length, gait speed, cadence, and double support 
phase duration), such changes were maintained at the 3-month 
follow-up. It is also noteworthy that the increase observed for gait 
speed (0.14 m/s) can be considered a large clinically meaningful 
effect (43). Moreover, the results obtained here show that the 
training resulted in a recovery of functionality characterized by 
post-rehabilitation/follow-up values similar to those calculated 
in previous studies for healthy individuals of the same age range 
(34, 35, 44–48) as shown for the cases of speed, step length, and 
cadence in Figure 1.
By contrast, it was quite surprising to observe a significant 
increase in the width of the base of support as a sort of “side 
effect” of the treatment; in fact, higher values of this parameter 
are usually associated with reduced stability and fear of falling 
(49, 50). We hypothesized that such apparently negative effects 
are actually due to increased speed, meaning that the individu-
als appeared to adapt their gait strategy to the new speed they 
were able to achieve by enlarging the base of support, as they felt 
more confident. This phenomenon was previously observed by 
Helbostad and Moe-Nilssen (51), who reported the existence of 
FigUre 2 | gPs and gVs of hip, knee, and ankle in the sagittal plane of the participants with PD. Gray lines indicate the reference values calculated for a 
sample of healthy individuals. Error bars indicate SD.
Table 5 | comparison between dynamic rOM assessed before and after 
rehabilitation.
Dynamic range of motion
T0 T5 T17 Time  
p-value
Hip flexion– 
extension (°)
37.84 ± 7.38 41.35 ± 6.48a 42.20 ± 6.21a,b <0.001
Knee flexion–
extension (°)
53.59 ± 6.08 56.23 ± 5.02a 56.84 ± 3.98a  0.002
Ankle dorsi–
plantarflexion (°)
24.27 ± 5.07 24.31 ± 4.21 24.60 ± 3.90  0.540
Values are expressed as mean ± SD.
T0, baseline; T5, after 5 weeks of supervised rehabilitation; T17: 3-months’ follow-up.
adenotes statistical significance with respect to baseline.
bdenotes statistical significance with respect to T5.
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a “u-shaped” relationship between gait speed and step width in 
elderly subjects. However, this issue should be further investi-
gated with specific tests on gait at different speeds in individuals 
with PD, to verify whether the same kind of trend remains in 
presence of the pathology.
As regards gait kinematics, the significant decrease in the GPS 
value (7.57° at the follow-up vs. 8.34° of baseline) indicates that 
after the training the kinematics of the gait pattern appeared 
closer to the physiological condition. As previously mentioned, 
there are indeed few studies that have investigated the effects of 
rehabilitative treatments on gait kinematics in individuals with 
PD (52–54) and none of them employ RAS as a tool to support 
gait training; thus, it is difficult to find data for comparisons. 
Moreover, the only two existing attempts to characterize the 
effects of RAS on kinematic patterns (30, 31) involved diseases 
different from PD (i.e., stroke and cerebral palsy). However, it 
is noteworthy that in both cases a significant reduction in the 
overall index of gait quality and, thus, a general improvement of 
the gait pattern was found, similar to what was observed in the 
present study.
Examining the data of the present study in detail, it is interest-
ing to observe that the major contribution to the improvement 
in the kinematic pattern of gait was essentially originated by a 
marked reduction in the hip flexion–extension GVS value and, to 
a lesser extent, in the knee flexion extension, as shown in Figure 2. 
In particular, the comparison between the hip flexion–extension 
angle during the gait cycle at the baseline and at the T17 follow-up 
(Figure 3) shows that the regularization of this movement is asso-
ciated with a generalized decrease in flexion at heel contact and at 
the end of the swing phase, and with a correspondent increased 
extension at terminal stance.
Abnormal hip joint movements are quite common in neuro-
logical disorders as a compensation strategy for the lack of move-
ment of the ankle joint (12), thus, it is likely that the positive effect 
of training integrated with RAS on the whole lower limb kinematic 
chain acts to recover a more physiological synergy between hip, 
knee, and ankle joint action. Moreover, our participants’ GVS 
score, associated with hip flexion–extension at baseline, was the 
largest in comparison with normality and, thus, it is likely that 
such a movement underwent more beneficial effects with respect 
to other joints which at the baseline resulted less impaired.
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The large improvements originated in hip kinematics by the 
rehabilitative treatment probably represent one of the main fac-
tors responsible for the changes observed in the spatio-temporal 
parameters, particularly as regards step length and gait speed. In 
fact, previous studies observed that increases in hip ROM con-
sequent to physical training are associated with increased step 
length (55) and that reduced peak hip extension is associated with 
a range of gait alterations, including reduced step length in both 
healthy subjects (45) and individuals affected by neurological 
diseases (56).
It was also surprising to observe that the GVS of ankle dorsi–
plantarflexion was almost normal at the baseline, slightly (but not 
significantly) increased after rehabilitation, but significantly worse 
at the follow-up assessment, thus indicating a relevant deviation 
from normality. A possible explanation of this phenomenon can 
be found in the way that gait training is administered by physical 
therapists; to reduce the impact of existing (or future) shuffling 
gait and its negative consequences (i.e., slips, trips, and falls), the 
patient is stimulated to accentuate dorsiflexion at heel contact and 
the plantarflexion at toe off phase, thus making the movement a 
bit more “unnatural” as a preventive measure.
Other signs of improved gait kinematics come from the 
analyses of the dynamic ROM, which show that hip and knee 
ROM in the sagittal plane significantly increase after the training, 
while at ankle level no relevant changes were observed. These 
results are partly consistent with those of Kim et  al. (30) who 
detected an increase in hip ROM of 6.4° after 9 sessions of gait 
training assisted by RAS (in our case 4.4° at the follow-up) and 
no significant changes as regards the ankle (similar to what was 
found in the present study). By contrast, after rehabilitation we 
found increases of ROM of the knee joint similar to those found 
by Kim et al. (2.1° vs. 3.2° in our study); however, they failed to 
achieve statistical significance, probably due to the limited size of 
their sample, which was composed of only 13 participants.
From a broader perspective, the present study further sup-
ports the efficacy of rehabilitation accompanied by RAS as a 
strategy to improve the gait parameters of Parkinson patients, 
thus confirming what was previously found in the literature [see 
Ref. (9, 12, 13)]. The major innovation of our study is that for 
the first time we report the effects of RAS not only on spatio-
temporal parameters but also on gait kinematic variables. The 
original data reported herein are particularly important in 
gaining a better understanding of how the mechanics of gait are 
affected by auditory cues in this particular category of patients. 
Like every empirical work, the present study certainly has 
some limitations. The most important of these is the absence 
of a control group. Owing to the limited number of patients 
available in the hospital and to lack of space, we were able to 
test only one group of patients before and after the treatment. 
This prevents us from generalizing the results of the study and 
limits the possibility to assess whether the proposed treatment, 
which includes the gait training integrated by RAS, is superior 
FigUre 3 | Mean value of hip flexion–extension angle of participants pre and post-rehabilitation (T17) during gait.
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in comparison with other kinds of rehabilitative approaches. 
Thus, even though we reported original information on patients’ 
gait kinematics, there is a need for future studies specifically 
focused on investigating the effects of RAS on gait kinematics 
in a randomized controlled trial.
Finally, it is noteworthy that although optoelectronic systems 
represent the most sophisticated option available for human 
movement analysis, they are expensive, require a dedicated 
laboratory (i.e., the whole equipment is not easily portable), and 
data acquisition and processing is time-consuming and can be 
performed only by specialized personnel. Future studies should 
consider other emerging techniques, such as wearable inertial 
sensors, which have been already successfully employed to char-
acterize spatio-temporal parameters of gait in individuals with 
PD in clinical settings (57) but that can also be used to obtain data 
regarding the whole kinematic pattern (58).
cOnclUsiOn
The overall analysis of gait patterns in individuals with PD before 
and after rehabilitation integrated with RAS – carried out taking 
into account not only the spatio-temporal parameters of gait but 
also the kinematic trends of lower limb joints – supplied new evi-
dence about the effectiveness of such an approach. In particular, 
this technique appears capable of restoring several gait aspects 
to acceptable levels, thus making the ambulation function very 
similar to that of healthy individuals of the same age. In fact, it not 
only regularizes the cadence but also acts to increase speed and 
step length and creates a more physiological subdivision between 
stance and swing phase. As a plus, it is now recognized that this 
tool can influence gait kinematics, as the overall quality of gait 
pattern results significantly increased. However, from this point 
of view, some aspects still remain unclear. In fact, the positive 
kinematic effects of the training integrated with RAS appears 
basically restricted to the hip joint and are not always immedi-
ately visible after the end of the supervised treatment, but they 
rather tend to become evident after a longer period during which 
participants performed home-based gait training on a daily basis. 
The program also demonstrated limited effectiveness on knee joint 
functionality, which improved only in terms of dynamic ROM 
and, as regards the ankle, a slight (though significant) worsening 
of functionality was detected. As it appears quite consolidated 
that RAS has a positive effect on spatio-temporal aspects of gait, 
research should now focus on investigating kinematics in greater 
detail (but also kinetics and EMG variables that were also analyzed 
in a few studies) to better understand the mechanisms underlying 
gait disturbances in people with PD and, thus, establish new or 
improved rehabilitative treatments.
aUThOr cOnTribUTiOns
MP, MM, MG, CC, RP, FS, and TA designed the study; CC and 
RP performed the physical capacity assessment and prepared the 
rehabilitation protocol; GC performed the neurological evalu-
ations; MP and FC collected and processed the data; MM and 
MG performed the statistical analyses; MP and MM wrote the 
manuscript; and TA, FS, GC, CC, and RP revised the manuscript.
acKnOWleDgMenTs
This study was partly supported by the Autonomous Region 
of Sardinia (grant CRP-78543  L.R. 7/2007). The author Mauro 
Murgia was supported by the Autonomous Region of Sardinia, 
Master&Back Programme 2013 (PRR-MAB-A2013-19330). The 
authors wish to express their gratitude to the physical therapists 
Marilena Fara, Giovanna Ghiani, Alessandra Pani, Elsa Sau, Gino 
Sedda, and Mauro Usala for their valuable support during the 
training program.
reFerences
1. Jellinger KA. Pathology of Parkinson’s disease. Changes other than the 
nigrostriatal pathway. Mol Chem Neuropathol (1991) 14(3):153–97. 
doi:10.1007/BF03159935 
2. Kish SJ, Tong J, Hornykiewicz O, Rajput A, Chang LJ, Guttman M, et  al. 
Preferential loss of serotonin markers in caudate versus putamen in Parkinson’s 
disease. Brain (2008) 131(1):120–31. doi:10.1093/brain/awm239 
3. Politis M, Niccolini F. Serotonin in Parkinson’s disease. Behav Brain Res (2015) 
277:136–45. doi:10.1016/j.bbr.2014.07.037 
4. Boonstra TA, van der Kooij H, Munneke M, Bloem BR. Gait disorders and bal-
ance disturbances in Parkinson’s disease: clinical update and pathophysiology. 
Curr Opin Neurol (2008) 21(4):461–71. doi:10.1097/WCO.0b013e328305bdaf 
5. Morris ME, Huxham F, McGinley J, Dodd K, Iansek R. The biomechanics and 
motor control of gait in Parkinson disease. Clin Biomech (2001) 16(6):459–70. 
doi:10.1016/S0268-0033(01)00035-3 
6. Blin O, Ferrandez AM, Serratrice G. Quantitative analysis of gait in Parkinson 
patients: increased variability of stride length. J Neurol Sci (1990) 98(1):91–7. 
doi:10.1016/0022-510X(90)90184-O 
7. Thaut MH, McIntosh GC, Rice RR, Miller RA, Rathbun J, Brault JM. Rhythmic 
auditory stimulation in gait training for Parkinson’s disease patients. Mov 
Disord (1996) 11(2):193–200. doi:10.1002/mds.870110213 
8. Rochester L, Baker K, Hetherington V, Jones D, Willems AM, Kwakkel G, et al. 
Evidence for motor learning in Parkinson’s disease: acquisition, automaticity 
and retention of cued gait performance after training with external rhythmical 
cues. Brain Res (2010) 1319:103–11. doi:10.1016/j.brainres.2010.01.001 
9. Nombela C, Hughes LE, Owen AM, Grahn JA. Into the groove: can rhythm 
influence Parkinson’s disease? Neurosci Biobehav Rev (2013) 37:2564–70. 
doi:10.1016/j.neubiorev.2013.08.003 
10. Jones CR, Malone TJ, Dirnberger G, Edwards M, Jahanshahi M. Basal ganglia, 
dopamine and temporal processing: performance on three timing tasks on 
and off medication in Parkinson’s disease. Brain Cogn (2008) 68(1):30–41. 
doi:10.1016/j.bandc.2008.02.121 
11. Bieńkiewicz MMN, Craig CM. Parkinson’s is time on your side? Evidence for 
difficulties with sensorimotor synchronization. Front Neurol (2015) 6:249. 
doi:10.3389/fneur.2015.00249 
12. Thaut MH, Abiru M. Rhythmic auditory stimulation in rehabilitation of 
movement disorders: a review of current research. Music Percept (2010) 
27(4):263–9. doi:10.1525/MP.2010.27.4.263 
13. Murgia M, Corona F, Pili R, Sors F, Agostini T, Casula C, et  al. Rhythmic 
auditory stimulation (RAS) and motor rehabilitation in Parkinson’s disease: 
new frontiers in assessment and intervention protocols. Open Psychol J (2015) 
8(1):220–9. doi:10.2174/1874350101508010220 
14. Young W, Rodger M, Craig CM. Perceiving and reenacting spatiotemporal 
characteristics of walking sounds. J Exp Psychol Hum Percept Perform (2013) 
39(2):464. doi:10.1037/a0029402 
15. Young WR, Rodger MWM, Craig CM. Auditory observation of stepping 
actions can cue both spatial and temporal components of gait in Parkinson’s 
disease patients. Neuropsychologia (2014) 57:140–53. doi:10.1016/j.
neuropsychologia.2014.03.009 
16. Marchese R, Diverio M, Zucchi F, Lentino C, Abbruzzese G. The 
role of sensory cues in the rehabilitation of parkinsonian patients: a 
10
Pau et al. Gait after Rehabilitation in Parkinson’s Disease
Frontiers in Neurology | www.frontiersin.org August 2016 | Volume 7 | Article 126
comparison of two physical therapy protocols. Mov Disord (2000) 15(5):879–
83. doi:10.1002/1531-8257(200009)15:5<879:AID-MDS1018>3.0.CO;2-9 
17. Cubo E, Leurgans S, Goetz CG. Short-term and practice effects of metronome 
pacing in Parkinson’s disease patients with gait freezing while in the ‘on’ 
state: randomized single blind evaluation. Parkinsonism Relat Disord (2004) 
10(8):507–10. doi:10.1016/j.parkreldis.2004.05.001 
18. Fernandez del Olmo M, Arias P, Furio MC, Pozo MA, Cudeiro J. Evaluation 
of the effect of training using auditory stimulation on rhythmic movement 
in Parkinsonian patients – a combined motor and [18 F]-FDG PET 
study. Parkinsonism Relat Disord (2006) 12(3):155–64. doi:10.1016/j.
parkreldis.2005.11.002 
19. Nieuwboer A, Kwakkel G, Rochester L, Jones D, van Wegen E, Willems AM, 
et al. Cueing training in the home improves gait-related mobility in Parkinson’s 
disease: the RESCUE trial. J Neurol Neurosurg Psychiatry (2007) 78(2):134–40. 
doi:10.1136/jnnp.200X.097923 
20. Nieuwboer A, Baker K, Willems AM, Jones D, Spildooren J, Lim I, et al. The 
short-term effects of different cueing modalities on turn speed in people 
with Parkinson’s disease. Neurorehabil Neural Repair (2009) 23(8):831–6. 
doi:10.1177/1545968309337136 
21. Frazzitta G, Maestri R, Uccellini D, Bertotti G, Abelli P. Rehabilitation treat-
ment of gait in patients with Parkinson’s disease with freezing: a comparison 
between two physical therapy protocols using visual and auditory cues with 
or without treadmill training. Mov Disord (2009) 24(8):1139–43. doi:10.1002/
mds.22491 
22. Ford MP, Malone LA, Nyikos I, Yelisetty R, Bickel CS. Gait training with 
progressive external auditory cueing in persons with Parkinson’s disease. Arch 
Phys Med Rehabil (2010) 91(8):1255–61. doi:10.1016/j.apmr.2010.04.012 
23. Lim I, van Wegen E, Jones D, Rochester L, Nieuwboer A, Willems AM, 
et  al. Does cueing training improve physical activity in patients with 
Parkinson’s disease? Neurorehabil Neural Repair (2010) 24(5):469–77. 
doi:10.1177/1545968309356294 
24. Fernandez del Olmo M, Cudeiro J. Temporal variability of gait in Parkinson’s 
disease: effects of a rehabilitation programme based on rhythmic sound cues. 
Parkinsonism Relat Disord (2005) 11(1):25–33. doi:10.1016/j.parkreldis. 
2004.09.002 
25. Rochester L, Hetherington V, Jones D, Nieuwboer A, Willems AM, Kwakkel G, 
et al. The effect of external rhythmic cues (auditory and visual) on walking 
during a functional task in homes of people with Parkinson’s disease. Arch 
Phys Med Rehabil (2005) 86(5):999–1006. doi:10.1016/j.apmr.2004.10.040 
26. Hausdorff JM, Lowenthal J, Herman T, Gruendlinger L, Peretz C, Giladi N. 
Rhythmic auditory stimulation modulates gait variability in Parkinson’s disease. 
Eur J Neurosci (2007) 26(8):2369–75. doi:10.1111/j.1460-9568.2007.05810.x 
27. Picelli A, Camin M, Tinazzi M, Vangelista A, Costantino A, Fiaschi A, et al. 
Three-dimensional motion analysis of the effects of auditory cueing on gait 
pattern in patients with Parkinson’s disease: a preliminary investigation. 
Neurol Sci (2010) 31(4):423–30. doi:10.1007/s10072-010-0228-2 
28. Morris M, Iansek R, McGinley J, Matyas T, Huxham F. Three-dimensional 
gait biomechanics in Parkinson’s disease: evidence for a centrally mediated 
amplitude regulation disorder. Mov Disord (2005) 20(1):40–50. doi:10.1002/
mds.20278 
29. Ford M, Wagenaar RC, Newell KM. The effects of auditory rhythms and 
instruction on walking patterns in individuals post stroke. Gait Posture (2007) 
26:150–5. doi:10.1016/j.gaitpost.2006.08.007 
30. Kim SJ, Kwak EE, Park ES, Cho SR. Differential effects of rhythmic auditory 
stimulation and neurodevelopmental treatment/Bobath on gait patterns in 
adults with cerebral palsy: a randomized controlled trial. Clin Rehabil (2012) 
26(10):904–14. doi:10.1177/0269215511434648 
31. Shin YK, Chong HJ, Kim SJ, Cho SR. Effect of rhythmic auditory stimulation 
on hemiplegic gait patterns. Yonsei Med J (2015) 56(6):1703–13. doi:10.3349/
ymj.2015.56.6.1703 
32. Schwartz MH, Rozumalski A. The gait deviation index: a new comprehensive 
index of gait pathology. Gait Posture (2008) 28(3):351–7. doi:10.1016/j.
gaitpost.2008.05.001 
33. Gibb WR, Lees AJ. The relevance of the Lewy body to the pathogenesis of 
idiopathic Parkinson’s disease. J Neurol Neurosurg Psychiatry (1998) 51: 
745–52. doi:10.1136/jnnp.51.6.745 
34. Oberg T, Karsznia A, Oberg K. Basic gait parameters: reference data for 
normal subjects, 10-79 years of age. J Rehabil Res Dev (1993) 30:210–23. 
35. Hollman JH, McDade EM, Peterson RC. Normative spatiotemporal gait 
parameters in older adults. Gait Posture (2011) 34(1):111–8. doi:10.1016/j.
gaitpost.2011.03.024 
36. Davis RB, Õunpuu S, Tyburski D, Gage JR. A gait analysis data collection 
and reduction technique. Hum Mov Sci (1991) 10:575–87. doi:10.1016/ 
0167-9457(91)90046-Z 
37. Baker R, McGinley JL, Schwartz MH, Beynon S, Rozumalski A, Graham HK, 
et al. The gait profile score and movement analysis profile. Gait Posture (2009) 
30(3):265–9. doi:10.1016/j.gaitpost.2009.05.020 
38. Speciali DS, Corrêa JCF, Luna NM, Brant R, Greve JMD, de Godoy W, et al. 
Validation of GDI, GPS and GVS for use in Parkinson’s disease through eval-
uation of effects of subthalamic deep brain stimulation and levodopa. Gait 
Posture (2014) 39(4):1142–5. doi:10.1016/j.gaitpost.2014.01.011 
39. Speciali DS, Oliveira EM, Cardoso JR, Correa JCF, Baker R, Lucareli PRG. Gait 
profile score and movement analysis profile in patients with Parkinson’s dis-
ease during concurrent cognitive load. Braz J Phys Ther (2014) 18(4):315–22. 
doi:10.1590/bjpt-rbf.2014.0049 
40. Celletti C, Galli M, Cimolin V, Castori M, Tenore N, Albertini G, et al. Use 
of the gait profile score for the evaluation of patients with joint hypermobility 
syndrome/Ehlers-Danlos syndrome hypermobility type. Res Dev Disabil 
(2013) 34(11):4280–5. doi:10.1016/j.ridd.2013.09.019 
41. Pau M, Coghe G, Atzeni C, Corona F, Pilloni G, Marrosu MG, et al. Novel 
characterization of gait impairments in people with multiple sclerosis by means 
of the gait profile score. J Neurol Sci (2014) 345(1–2):159–63. doi:10.1016/j.
jns.2014.07.032 
42. Schweizer K, Romkes J, Coslovsky M, Brunner R. The influence of muscle 
strength on the gait profile score (GPS) across different patients. Gait Posture 
(2014) 39(1):80–5. doi:10.1016/j.gaitpost.2013.06.001 
43. Hass CJ, Bishop M, Moscovich M, Stegemöller EL, Skinner J, Malaty IA, 
et al. Defining the clinically meaningful difference in gait speed in persons 
with Parkinson disease. J Neurol Phys Ther (2014) 38(4):233–8. doi:10.1097/
NPT.0000000000000055 
44. Judge JO, Õunpuu S, Davis RB. Effects of age on the biomechanics and physi-
ology of gait. Clin Geriatr Med (1996) 12:659–78. 
45. Kerrigan DC, Todd MK, Della Croce U, Lipsitz LA, Collins JJ. Biomechanical 
gait alterations independent of speed in the healthy elderly: evidence for 
specific limiting impairments. Arch Phys Med Rehabil (1998) 79(3):317–22. 
doi:10.1016/S0003-9993(98)90013-2 
46. Sadeghi H, Prince F, Zabjek KF, Labelle H. Simultaneous, bilateral, and three-di-
mensional gait analysis of elderly people without impairments. Am J Phys Med 
Rehabil (2004) 83:112–23. doi:10.1097/01.PHM.0000107484.41639.2C 
47. Lee IH, Park SY. A comparison of gait characteristics in the elderly people, 
people with knee pain, and people who are walker dependent people. J Phys 
Ther Sci (2013) 25:973–6. doi:10.1589/jpts.25.973 
48. Paulson S, Gray M. Parameters of gait among community-dwelling older 
adults. J Geriatr Phys Ther (2015) 8:28–32. doi:10.1519/JPT.0000000000000018 
49. Maki BE. Gait changes in older adults: predictors of fall or indicators of 
fear? J Am Geriatr Soc (1997) 45(3):313–20. doi:10.1111/j.1532-5415.1997.
tb00946.x 
50. Nordin E, Moe-Nilssen R, Ramnemark A, Lundin-Olsson L. Changes in step-
width during dual-task walking predicts falls. Gait Posture (2010) 32:92–7. 
doi:10.1016/j.gaitpost.2010.03.012 
51. Helbostad JL, Moe-Nilssen R. The effect of gait speed on lateral balance 
control during walking in healthy elderly. Gait Posture (2003) 18(2):27–36. 
doi:10.1016/s0966-6362(02)00197-2 
52. Lewis GN, Byblow WD, Walt SE. Stride length regulation in Parkinson’s 
disease: the use of extrinsic, visual cues. Brain (2000) 123(Pt 10):2077–90. 
doi:10.1093/brain/123.10.2077 
53. Peppe A, Chiavalon C, Pasqualetti P, Crovato D, Caltagirone C. Does gait 
analysis quantify motor rehabilitation efficacy in Parkinson’s disease patients? 
Gait Posture (2007) 26(3):452–62. doi:10.1016/j.gaitpost.2006.11.207 
54. Ayán C, Cancela JM, Gutiérrez-Santiago A, Prieto I. Effects of two different 
exercise programs on gait parameters in individuals with Parkinson’s disease: 
a pilot study. Gait Posture (2014) 39(1):648–51. doi:10.1016/j.gaitpost. 
2013.08.019 
55. Watt JR, Jackson K, Franz JR, Dicharry J, Evans J, Kerrigan DC. Effect of a 
supervised hip flexor stretching program on gait in frail elderly patients. PM 
R (2011) 3(4):330–5. doi:10.1016/j.pmrj.2011.01.006 
11
Pau et al. Gait after Rehabilitation in Parkinson’s Disease
Frontiers in Neurology | www.frontiersin.org August 2016 | Volume 7 | Article 126
56. Olney SJ, Griffin MP, McBride ID. Temporal, kinematic, and kinetic variables 
related to gait speed in subjects with hemiplegia: a regression approach. Phys 
Ther (1994) 74(9):872–85. 
57. Kleiner A, Galli M, Gaglione M, Hildebrand D, Sale P, Albertini G, et  al. 
The parkinsonian gait spatiotemporal parameters quantified by a single 
inertial sensor before and after automated mechanical peripheral stimu-
lation treatment. Parkinsons Dis (2015) 2015:390512. doi:10.1155/2015/ 
390512 
58. Tadano S, Takeda R, Miyagawa H. Three dimensional gait analysis using 
wearable acceleration and gyro sensors based on quaternion calculations. 
Sensors (Basel) (2013) 13(7):9321–43. doi:10.3390/s130709321 
Conflict of Interest Statement: The authors declare that the research was con-
ducted in the absence of any commercial or financial relationships that could be 
construed as a potential conflict of interest.
Copyright © 2016 Pau, Corona, Pili, Casula, Sors, Agostini, Cossu, Guicciardi and 
Murgia. This is an open-access article distributed under the terms of the Creative 
Commons Attribution License (CC BY). The use, distribution or reproduction in 
other forums is permitted, provided the original author(s) or licensor are credited 
and that the original publication in this journal is cited, in accordance with accepted 
academic practice. No use, distribution or reproduction is permitted which does not 
comply with these terms.
12
Pau et al. Gait after Rehabilitation in Parkinson’s Disease
Frontiers in Neurology | www.frontiersin.org August 2016 | Volume 7 | Article 126
aPPenDiX
a rehabilitation Protocol
Targets exercises
•	 Prevention of inactivity 
and fear of falling
•	 Prevention of falls
•	 Improving physical activity 
levels
•	 Recognizing the onset of 
fluctuations and adopting 
suitable movement 
strategies
•	 Learning simple motor 
exercises of increasing 
difficulty to be self-
administered at home
•	 Segmental exercises of active or assisted 
mobilization (flexion–extension, prono-
supination) to increase strength, mobility, and 
coordination of the four limbs
•	 Stretching of anterior and posterior muscular 
kinetic chains
•	 Improvement of static balance: standing (uni- 
and bipedal), sitting, quadrupedal posture
•	 Improvement of dynamic balance: 
ambulation on paths of increasing levels of 
difficulty (e.g., turns, obstacles, etc.)
•	 Postural changes: from sitting/quadrupedal 
to standing, from supine/prone to lateral
•	 Occupational therapy exercises
•	 Gait training with RAS (for about 50% of the 
duration of each session)
